The screening is currently performed using one of the three methods: mass screening (i.e. large scale screening of an entire population), selective screening (i.e. screening of high-risk populations) or opportunistic screening (e.g. incorporated as part of a medical consultation). Diagnostic testing differs from screening as it attempts to identify the disease in the presence of symptoms, while screening is offered to symptom-free individuals [2] [3] [4] [5] .
All screening procedure carries a risk of over diagnosis and overtreatment, which should be balanced against the benefits for those in which the cancers are diagnosed at a curative stage. The potential value of PSA for the early detection of prostate cancer was described in the early 1990s, both prostate cancer incidence and mortality rates have changed profoundly 6 . For example between 1989 and 2003, the age-standardized incidence rate of prostate cancer increased by 48.4% in The Netherlands (reaching an incidence of 93.2 cases per 100,000 men). Based on rates from 2001 to 2003, 17.1% of U.S. men born today will be diagnosed with cancer of the prostate at some time during their lifetime. It is now the most frequently diagnosed non-cutaneous cancer, with 225,000 new cases reported each year in Europe alone 7 .
This increase of incidence suggests that this is due to the increased detection of cancers. This is supported by the reports on autopsy studies have revealed that histologic prostate cancer occurs in an even larger proportion of men compared to the screening incidence: up to 55% of men in their fifties, and 64% of men in their seventies have prostate cancer diagnosed at autopsy, while only 5-10% are detectable in a screening setting during life 8 .
Most guidelines, still mention the traditional cut-off of 4 ng/ml as an indication for biopsy. An increase in the number of core samples per biopsy have been advocated, based on the observation that more cancers are diagnosed when more biopsies are taken. Cut-off values of PSA for biopsy have been reduced in some areas of the world due to the detection of significant cancers in the low PSA range 9 . The awareness of prostate cancer in the general population has been increased due to print and electronic media and also from the urologic profession 9 . If the current trends of transmission of information about prostate cancer continue, the number of living men diagnosed with prostate cancer will increase even further 11 . Prostate cancer can often be found early by testing prostate-specific antigen (PSA) More importantly even if screening detects a cancer, doctors often can't tell whether this cancer is truly dangerous or not. Detecting and treating all prostate cancers early might seem as if it would always be a good thing, but some prostate cancers grow so slowly that they would probably never cause problem, may be it would never have led to their death, or even caused any symptoms. These men may still be treated with either surgery or radiation, which may be associated with urinary, bowel, and or sexual side effects that may seriously affect a man's quality of life.
Some of the detected cases particularly elderly peoples are to be followed without being treated right away and enrolled in a watchful waiting or active surveillance program. Although this group of patients is not treated right away, they still need regular blood tests and prostate biopsies to determine the need for future treatment. The entire program is linked with risks of anxiety, pain, infection, and bleeding. A large number of studies are going on to see if prostate cancer screening is worthwhile to reduce the risk of death from prostate cancer. The most recent results from 2 large studies were not conclusive and conflicting, and didn't offer clear answers.
Results from one study done in the United States found that annual screening with PSA and DRE did detect more prostate cancers than in men not screened, but this screening did not lower the death rate from prostate cancer. A European study did find a lower risk of death from prostate cancer with PSA screening (done about once every 4 years), but the researchers estimated that about 1,050 men would need to be screened (and 37 treated) in order to prevent one death from prostate cancer. Neither of these studies has shown that PSA screening helps men live longer (lowers the overall death rate).
The American Cancer Society recommends that men thinking about prostate cancer screening should make informed decisions based on available information, discussion with their doctor, and their own views on the benefits and side effects of screening and treatment.
Screening men who are older or in poor health in order to find early prostate cancer is less likely to help them live longer. This is because most prostate cancers are slow growing, and men who are older or sicker are likely to die from other causes before their prostate cancer grows enough to cause problems. The young people particularly if the prostate cancer runs in their family and develop prostate cancer, it may shorten your life if it's not caught early.
Currently there is no unanimous opinion in the medical community regarding the benefits of prostate cancer screening. Those who advocate regular screening believe that finding and treating prostate cancer early offers men more treatment options with potentially fewer side effects. Who recommend against regular screening note that because most prostate cancers grow very slowly, the side effects of treatment would likely outweigh any benefit that might be derived from detecting the cancer at a stage when it is unlikely to cause problems.
In 2012, the U.S. Preventative Task Force recommended against the use of PSA screening for healthy men of all ages, stating that the harms of screening outweigh the benefits. In contrast, physician-led groups, such as the American Society of Clinical Oncology and the American Urological Association, maintain that PSA screening should be considered in the context of a man's life expectancy and other medical conditions. Most experts agree that there is no role for PSA screening for men expected to live less than 10 years. Ultimately, decisions about screening should be individualized based on a man's level of risk, overall health, and life expectancy, as well as his desire for eventual treatment if he is diagnosed with prostate cancer.
The American Urological Association (AUA) Foundation changed and updated it's screening recommendations on May 3, 2013. The PSA test remains an important tool in the diagnostic process. Men over 40 should discuss PSA screening with their physicians to determine if and when PSA screening is right for them, based on health and family history factors, they differ from those of the U.S. Preventive Services Task Force (USPSTF).
Timing for screening of Prostate cancer
Appropriate age to start screening is generally based on individual risk, with age 40 being a reasonable time to start screening for those at highest risk for example genetic predispositions or strong family histories of prostate cancer at a young age. For otherwise healthy men at high risk (positive family history or African American men), starting at age 40-45 is reasonable. Most guidelines recommend an initial PSA and DRE at age 40, but others recommend starting at age 50. When to stop screening is also controversial. Some groups propose 75 as a reasonable cut-off age. Other groups suggest this is an individual decision based on life expectancy and overall current health.
Indication of Biopsy of prostate
A prostate cancer screening may reveal results that prompt a doctor to recommend a biopsy. There are many other supplementary tests and considerations that can help a man who is undergoing screening decide if a biopsy is necessary, including: Lower vs. higher free PSA test, PSA velocity (rate of rise over time), PSA density (PSA per volume of prostate), Family history, Ethnicity, Prior biopsy findings, Abnormal digital rectal exam results and Different forms of PSA (i.e. bPSA, pro-PSA). In general, a lower free PSA (percentage) indicates a higher risk of finding cancer at biopsy, as does a higher PSA velocity and PSA density.
Informed decision making, reduction of unnecessary prostate biopsies
Unbiased and correct information regarding this procedure and its consequences should be offered to every man considering prostate testing. Validated information, well understandable text in local language should delivers the information in all countries around the world. It may be noted that it has been seen that such information reduces the number of men who initially wanted to be screened.
Men should also ask themselves if they are at risk for having prostate cancer, and if they would like to follow the procedure screening involving PSA testing, urologic investigations, prostate biopsies, and potential treatment. It is possible to provide risk assessments for every step of the screening procedure. This willful participation might support patients and doctors in their decision to follow or refrain from further steps, dependent on their interpretation of the risk calculated. At the time of cancer diagnosis it should be explained about the presence of prostate cancer and possible treatment should be discussed.
Much interest has been given to the increase of specificity of the biopsy procedure in the general population with serum markers like PSA isoforms and kallekreins in order to diminish the number of false negative biopsies 12, 13 . Enhancing specificity always resulted in a reduction of sensitivity of prostate cancers. Based on autopsy incidence, the number of potentially detectable tumors is manifold the number of currently diagnosed cancers. It is therefore not the absolute number, but the number of clinically relevant cancers that is of interest 14 . The PSA isoforms and kallekreins should therefore ideally be related to the characteristics of the cancers detected.
To reduce over diagnosis in a screening setting, markers are needed that reduce the risk on a positive prostate biopsy, increasing the specificity of this procedure. Men from the age of forty, as well as their advising doctors, need instruments to reduce their doubts and anxiety of the potential presence of a prostate cancer. This, together with balanced information about the benefits and risks of the individual outcome of screening procedures, might induce a more selective and step-wise screening action. Risk assessment, incorporating the main determinants known for the presence of prostate cancer from the age of 50, such as age, family history, and micturition complaints, should form the base of an individual screening approach. Objective values of serum markers might enhance the accuracy of such of risk predictors. prostate-cancer-specific mortality, levels of over diagnosis may remain unacceptable for population-based screening.
Bangladesh Perspective
Bangladesh is one of the small developing countries in south Asia. The prostate cancer prevalence is low compared to the developed world. But the prevalence of prostate cancer in Bangladeshi urban population is increasing as indicated by the increased number of patient are currently diagnosed with prostate cancer. In 1980s most of the prostate cancer was diagnosed as advanced cases and the treatment option was bilateral orchectomy. The scenario has been changed with time. Increased number of early and advanced cases of prostate cancer cased are detected in clinical practices. There may be various reasons for such a higher prevalence. The life expectancy of Bangladeshi population has been increased significantly; more peoples are health conscious and involved in health check program. As Serum PSA is included in the health check program they are referred to the urology OPD or Urologist consultation where they may be diagnosed with a prostate cancer. Urologist population is also increased in Bangladesh there are about 200 Urologist working in different hospitals throughout the country. An indirect screen is always taken place while elderly men presented to the general out patient department with lower urinary tract symptom, they are evaluated for their LUTS and a PSA test is included as a mandatory in their evaluation. Most urban dweller knows some information about Prostate cancer and its implication and it was observed that many times elderly men discuss their doctors about testing his PSA. Currently most of the district city general hospitals provide PSA Test. In hospital practice the early detection become possible through the PSA test and Digital rectal examination.
Conclusions:
It is still too early to say whether population-based prostate cancer screening is a useful tool with regard to cancer mortality. We must wait until the results of ongoing prostate cancer screening trials are available. Until then, routine population screening may not be encouraged. Those men who do want a PSA test should participate in carefully designed, balanced program. Various efforts are performed to find new markers in the proteome and genome of blood and urine. Based on large and longitudinal serum collections of men diagnosed with prostate cancer in screening settings, the EC-sponsored P-MARK consortium evaluates candidate markers as prognostic tools 15 .
Until alternative screening tools are found, PSA will continue to be used, and over diagnosis will remain an unavoidable drawback of prostate cancer screening. The current challenge is to ensure that, over diagnosis should not result in overtreatment. To this end, research efforts presently focus on clarifying which cancers can be managed through active surveillance.
